Section of Otology 93 deafness on one side-in each case the same side as the injury, the other ear not being affected at all. How far it is permanent we do not know, because we have not the opportunity of following out indefinitely the cases which occur in the War, but the deafness is prolonged.
Grant: Warfare Injuries and Neuqroses should call an " in-driven " membrane. I have seen a few in which the membrane has been driven in and so closely related to the ossicles that the appearance was as if the ossicles were sculptured out, just as in an extreme case of relaxed membrane. In these cases the maigin of the tympanum has been well defined.
With regard to the question whether a perforation with suppuration is recent or of old standing, or whether it is a recent traumatic rupture with subsequent suppuration, I think the best guide is the condition of the Eustachian tube. If it'is quite patent, it is reasonable to think a traumatic injury of the drum is a recent one. If the suppuration has continued a long time and the Eustachian tubes are not very patent, it is impossible to say from this whether it is a chronic case or a traumatic rupture.
With regard to prognosis, of course when the caloric test is negative, the prognosis is probably at its worst. Another point is the upper range of audition, for when that is considerably lowered, the prognosis, as a rule, is bad. When that upper range is fairly well preserved, the prospects are good. I have gathered some statistics from thirty-one cases in which it has been tested. It was normal in twenty-five of them, there was slight lowering in three, and very considerable lowering in the remainder. In those in which it was preserved, the improvement was marked or very considerable. But in one case, at all events, in spite of that upper limit being preseryed, there was no improvement, and it was found that there was a slow reaction to the caloric test. There were four cases in which the upper limit was preserved and there was no improvement.
With regard to the cases of deafness, a number of them came with the complaint of " deafness," some of them had nerve deafness, and the question arose as to whether there was nasal obstruction. I thought I should find it in a large number. Of fifty cases there *was marked deflection of the septum in eleven, but thirty-one had nothing of the sort. Four had adenoids. Not all the cases of deflected septum caused any considerable obstruction.
With regard to the caloric tests, I would remind you of the apparatus for producing cold in the ear which I have before exhibited to the Section, and which has apparently been taken up by the Army otologists in France as a regular official test. It is a tube of copper, covered with a little cotton moistened with ethyl chloride. A current of air is driven through it, and as soon as it is at its coldest, as tested on one's own cheek, the patient's head is thrown back at an angle of 600 and he is told to turn his eyes to the opposite side, when nystagmus should be produced in from twenty-eight to thirty seconds. This obviates the dangerous practice of injecting cold water into the ear, in which a perforation may already exist. It has also been taken up by Moure in Bordeaux. The point through which the air enters the tube should be very small, otherwise the current is jerky. Dr. Paterson, of Cardiff, said it would be a good thing if we had an equally portable apparatus for making the hot test. I show you an apparatus which will do this very quickly. Mr. Clayton Fox has helped me in testing many cases, and we find we get nystagmus to the same side in about fifteen seconds. -Possibly some members may devise an improvement upon it. Perhaps the bottle might contain a saturated solution of sulphate of soda, which is heated, and allowed to solidify again, and heat thus generated. In cases in which you wish to get nystagmus to the same side rather than to the opposite side-there being one in that direction already-this solves what has hitherto been a problem.
With regard to the cases of psychical deafness, much can be accomplished by re-education. You get them to hear a simple vowel, but you must not worry them too much, or you will throw them back into their nervous state. I do not think Colonel Birkett drew a line of demarcation between psychical deafness and simulated deafness. No doubt the reason he has not done so is that there is no hard-and-fast line: there are so many cases which blend both. I had the case of an officer who said he was quite deaf. We tried the noise machine, and he rose to it at once. That might be called simulated, but I think it is psychic, because he had not been a neuropathic, but had been so shaken up that he was reduced to the extremity of exaggerating his complaint, which he had only in a mild form, and which probably existed when he was "buried." It passed off. I think the majority of the psychical cases have no simulation about them. A test which helps us is the pupil reaction. We know that any sensory stimulus will cause dilatation of the pupil; for instance, while the pupil is carefully observed, we blow a whistle, or, in an extreme case, a motor-car hooter behind the patient, and watch for dilatation of the pupil. But though a man may rise to that, it does not necessarily follow that he is shamming. To test it with success, we must have the pupil contracted by light, and see whether it dilates on the sound being produced; I should like to put two questions, which I do not feel equal to anwering myself: (1) What is the degree of deafness which justifies us in looking upon a man as being ineligible for general service? We see how one man who cannot hear the watch makes progress, while another may be very stupid. Is there any standard ? I am thinking of listeningposts. The second question is, what are we to do with those who have suppuration of the middle ear ? Must we send them to the Front or not ? My friend Mr. Kisch, who was in Boulogne for a long time, said that no man who had even had a radical mastoid operation should be sent to the Front. But I think that is carrying it too far. I showed a case, about sixteen years ago, in which I had preserved a cholesteatomatous membrane. The patient disappeared until last year, when he came back as a stalwart sergeant, who had been all through the War, and it was only discovered that he was deaf in one ear when he got injured in the other. Another case was that of a boy whom I showed here, who had suppuration of the middle ear. I opened a cerebellar abscess and the bulb of the jugular vein. He has been eighteen months in the War as a driver of the R.F.A.
I have spoken at this length about these things because there are some cases about which I feel a difficulty, and I shall be glad if other members can help me.
[Major SHUTER: Was the upper limit of audition taken by Dr.
Grant by air conduction, or by bone conduction? And with what instrument ?]
Dr. DUNDAS GRANT: I take it with as good a specimen of Galton's whistle as I can get-the original whistle. It does not go as high as the monochord. I exclude as far as possible the function of the opposite ear. It indicates the hearing for a closed pipe of so many millimetres in length, and if the hearing is P5, 1P8 or 2, I pass the case as one of good preservation. I think that whistle is sufficient for all clinical purposes.
Dr. C. E. JONES-PHILLIPSON.1 I hope I may be permitted a few remarks as onae who has looked after the ear cases for the Third Army, having been doing that work for nine months. I had the good fortune to be located at Stationary Hospital No. 12, where the Surgeon-General concentrated ear work, allocated forty-four beds (indoor), and gave out-patient accommodation for eighty. All the work of the Third Army was passed through this Department, and I made notes of 1,172 cases examined during that ' Late Medical Officer in Charge, Ear, Throat, and Nose Department, Third Army No. 12 Stationary Hospital, British Expeditionary Force.
